whereas Kourias,'2 in Greece, did not find any cardiac lesions in 2,017 patients operated on for echinococcal cysts.
The definitive host of Echinococcus granulosus is the dog. Ova 70 per cent are trapped in the liver; another 15 per cent pass to the lungs.14 A few reach the heart after passing both these filters and embolize in the myocardium via the coronary arteries. Cysts are seen in the left side of the heart more often than in the right. Most authors agree that hydatid cysts of the heart are initially primary and single, even when localization in other organs has occurred. '5 After implantation the hexacanth embryo develops into a hydatid cyst. Reaction to the parasite stimulates a fibrous response in the host myocardium, producing a characteristic adventitial lining. 16 Once formed in the heart, a cyst may develop daughter cysts, rupture, or degenerate and calcify.'7 Rupture of the cyst produces several clinical entities. Rupture into the pericardium results in additional cyst formation and occasional progression to constrictive pericarditis. The escape of hydatid fluid into the circulation produces an anaphylactoid reaction. The escape of daughter cysts into the circulation produces systemic and pulmonary emboli.'5 Cerebral metastases are common. 4 Death may occur with any of these events although several patients have been described with several episodes of rupture prior to death.8 19 Daughter cysts evacuated at operation. mm. Hg, and the pulmonary artery pressure 25/10. The pull-through tracing from the pulmonary artery to the right ventricle showed an intermediate pressure area suggesting an infundibular chamber. It was believed that this pressure gradient was produced by the cyst compressing the right ventricular outflow tract. In view of the natural history of echinococcal cysts of the heart, we advised surgery and the operation was done on September 9, 1961. Extracorporeal circulation apparatus was available.
Figure 1 Chest x-ra/i in
The pericardium was entered through a midline sternum-splitting incision. A rounded, slightly morulated cystic mass approximately 2.5 by 3 cm. with several 1 to 2 mm. daughter cysts on its surface projected from the lateral aspect of the left atrioventricular groove. The mass was adherent to the pericardium at the previous pericardiotomy. The left atrial appendage was posterior and superior to the cyst. A clear viscid fluid was aspirated from the cyst. Ten per cent formalin was injected into the cyst and allowed to remain for 10 minutes. The cyst capsule was again identified, and dissection was begun to separate it from the myocardium. It total excision, opened the cyst, and evacuated 56 daughter cysts ( fig. 3 ). The interior of the cyst was packed for 10 minutes with a sponge soaked in formalin. The pericardial cavity was rinsed with a small amount of formalin because of possible contamination by the daughter cysts.
The p,eritoneum was opened at the inferior end of the incision, and the liver was palpated to seek other echinococcal cysts. None was found.
A 3/16-inch tube was inserted through a separate stab wound on the left and passed through a second incision in the pericardium posteriorly. The cyst edge was sutured to this second opening in the pericardium so that drainage from the interior of the cyst wall could pass to the outside through this tube ( fig. 4) .
Direct pressure measurements at operation failed to show a right ventricular-pulmonary artery gradient. It was hypothesized that the closed pericardium pressed the cyst into the outflow tract of the right ventricle, thus accounting for the preoperative systolic gradient and the systolic murmur at the pulmonic area.
The patient tolerated the operative procedure well. Subsequent electrocardiograms showed absense of the R waves in lead I, V5, and V6 with elevated ST segments in these leads and depression of the ST segments in leads II, III, and aVF. Deep . 
